Non-specific Anal Ulceration By C. PATRICK SAMES, M.S. Bath THESE remarks are based upon experiences from three problem cases which have come under my care in the last few years.
The first was a woman referred by a physician for sigmoidoscopy, because of severe diarrhcea of some months' standing, and suspected of ulcerative colitis. Sigmoidoscopy was normal to 30 cm., but proctoscopy revealed two shallow ulcers in the anal canal, together with a skin tag which was partly granulation tissue, and a shallow subcutaneous fistula-in-ano. The rather weak bluish unhealthy granulations, the undermined edges and the thin seropurulent discharge suggested tuberculosis. She also had periarticular thickening of the joints of the hands and wrists, ulcers on the tongue and palate and a phlyctenular type of conjunctivitis.
With a tentative diagnosis of tuberculosis I removed the partly ulcerating skin tag, laid open the fistula and generally improved the drainage. The biopsy report was non-specific granulation tissue with no evidence of tuberculosis. The E.S.R. was persistently raised to over 80 mm. in the 1st hour (Westergren) and the heemoglobin fluctuated around 45-55 %. Barium enema and barium meal were both negative, and without any evidence of ulcerative colitis or Crohn's disease. Several searches were made for L.E. cells; Rose's test was always negative and serum Wassermann and Kahn reactions likewise. The ulceration of the anal canal and perianal skin refused to heal despite every effort. Exposure to ultraviolet light and infra-red made no impression. Several searches were made for unusual anaerobic organisms, for ameebae, and even Giardia lamblia, all without results. Despite cortisone therapy, heavy doses of vitamins and even a course of mepacrine the condition, rather than improving, became gradually worse.
In an attempt to arrest its slow but relentless advance I resorted to diathermy excision, on the lines of treatment recommended for symbiotic synergistic gangrene. This was followed by an appreciable reactionary heemorrhage, which she could ill afford. The diathermy excision AUGUST proved no better than the other forms of treatment; and the ulceration advanced and began to involve the sphincter muscles. At this stage I resorted to a defunctioning left iliac colostomy; but despite this there was no dramatic response. After waiting six months, at the patient's own request, in fact entreaty, and with a disturbed conscience, I resorted to an abdominoperineal resection, leaving the patient with a permanent terminal colostomy with which she is more than satisfied. Her total stay in hospital was fifteen months and the duration of her illness two and a half years. I saw her recently and she is well, having put on weight, and with a sound perineal scar.
At the time I was dealing with this patient there appeared an account of Behcet's syndrome (Phillips and Scott, 1955, Lancet, i, 366) . The ulceration in this condition is usually of the vulva, but there is in addition a rheumatoid type of arthritis and conjunctivitis very reminiscent of those just mentioned. The ulceration of the anal canal, being only a little removed from the vulva, prompts the suggestion that this condition may have been a variant of the syndrome, except for the fact that in Behcet's syndrome the ulcers are typically very painful, and there is a tendency to spontaneous healing, with relapses.
A similar case was referred to me from the Royal National Hospital for Rheumatic Diseases in Bath. This patient was suffering from spondylitis of the Marie-Strtimpell type, and rheumatoid arthritis of the ankles and feet. In addition she had a persistent anal and perianal ulceration which on closer examination revealed a low proctovaginal fistula. Like the previous case she had a persistently high E.S.R. and secondary anaemia, but all other investigations, as in the former case, were unrewarding, including searches for L.E. cells, and Rose's test. The bowel was normal for 30 cm. above the lesion. The ulceration was curiously painless and troubled her very little; it had been present for several months. Having met with so little success in the previous case, I have as yet avoided surgery except for examination under anasthesia and repeated biopsies for histology.
The third case occurred in a mentally defective patient. All investigations have proved negative, except that biopsy showed some equivocal giant cell systems (but no tubercle bacilli). X-rays of the chest were negative and there is no evidence of other disease. On the strength of the few giant cell systems she was put on a threemonths' course of streptomycin, PAS and isoniazid, but a recent inspection shows no improvement; in fact, the reverse, the sphincters now becoming eroded.
One other patient who may have some bearing on the aetiology of these cases was a man who had a one-stage total colectomy and ileo-rectal anastomosis for an acute exacerbation of a relapsing ulcerative colitis. The result is not good; the patient is unhappy. At his best he has 8 stpols per day, at his worst, 12; there are 1-3 at night. He is a publican and insists on continuing his beer, and that may be a factor.
He has a considerable ano-proctitis and persistent ulceration of the median raphe of the perineum.
We have, I am sure, all seen cases of nonspecific granular proctitis which have slowly spread upwards to give rise to ulcerative colitis. Likewise we have seen ulcers, similar to those I have described, in association with established ulcerative colitis. I wonder whether these ulcers, which occur alone, could be an anal and perianal manifestation of one and the same disease? Also are we correct, when rheumatoid arthritis complicates ulcerative colitis, in regarding it as cause and effect? Might there not be a common aetiological factor?
These ulcers which I have described are characterized by chronicity and a relentlessly progressive nature, are curiously painless and intransigent to treatment; and as far as I am aware are of unknown aetiology.
Mr. C. I. COOLING (London) read a paper entitled Proctology and the Undergraduate.
Meeting February 11, 1959 The Management of the Perineal Wound After Abdomino-perineal Resection Why Leave the Perineal Wound Open? By DONALD BARLOW, M.S., F.R.C.S.
London
Introduction.-Those who have had the care of cases after abdominoperineal resection of the rectum cannot fail to be touched by the sufferings of patients who undergo repeated packings and dressings of a large perineal wound.
Primary closure of the perineum is a practical proposition in the majority of cases. Experience in both thoracic and general surgery allows the principles of the one to be applied with advantage to the other.
It has been customary in general surgery to believe that a large cavity left in the body after a major resection requires drainage. This is untrue provided himostasis is ,complete and provided there is no mucus-secreting or actively discharging source of infection into. the cavity. If serum accumulates, as it, often does, it can be left alone unless it, bulges the perineum undulywhen it can be aspirated.
In pneumonectomy, even where the lung has been full of pus and 'where it had already perforated and. formed an empyema, the chest can be safely, 'closed 'with9ut -drainage, again provided the'br'onchusiscomp,letely closed and covered with' a living ,gra,ft,' hamosasis assured and any empyema excised., Abdominoperineal resection.-Some years ago, these reflections led the writer to wonder whether after abdominoperineal resection, the perineal wound could not be closed with safety.
Owing to the difficulty in keeping a satisfactory perineal dressing in position, sepsis and even secondary himorrhage were not infrequent. Urinary difficulties, the need for prolonged catheterization, and later urinary sepsis were matters of moment.
TIhe writer first closed a perineal wound completely some six years ago. Earlier he had closed the perineum but used a closed drain with slight suction. This was soon abandoned, as it was in the case of pneumonectomy, because of risk of sepsis and because the drain was unnecessary.
After radical surgery the levatores ani have largely gone but there is plenty of fatty tissue and skin to bring together in a good thick wound closure.
Routine closure is now adopted except in rare cases where special contraindications apply.
Average convalescence is two to two and a half weeks. If complete closure is more widely .adopted, resection of the rectosigmoid will lose
